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Message from the Acting Performance Improvement Officer of the U.S.
Department of Health and Human Services

The U.S. Department of Health and Human Services (HHS) supports and implements programs that
enhance the health, safety, and well-being of the American people. The scope of HHS’s work to ensure
the health and safety of our nation has never been more evident than in the central role HHS has played
in the government-wide response to the COVID-19 pandemic. HHS has mobilized resources across the
Department to address the full scope of this once in a century event.

In accordance with the Government Performance and Results Act (GPRA) of 1993, as amended in the
GPRA Modernization Act (GPRAMA) of 2010, | am pleased to present the Fiscal Year 2021 Annual
Performance Report, documenting the Department’s performance during the past year. HHS provides
further information detailing HHS performance at Performance.gov.

HHS has recently developed the HHS Strategic Plan FY 2022-2026, which is reflected in the separate

FY 2023 Annual Performance Plan. The structure of this FY 2021 Annual Performance Report aligns with
the HHS Strategic Plan FY 2018-2022 established by the previous administration. In FY 2021, HHS
monitored over 900 performance measures to manage departmental programs and activities and
improve the efficiency and effectiveness of these programs. As required by GPRAMA, this report
includes a representative set of performance measures to illustrate progress toward achieving the
Department’s strategic goals in the HHS Strategic Plan FY 2018-2022 established by the previous
administration. The information in this report spans the Department’s 11 Operating Divisions and 14
Staff Divisions and includes work done across the country and throughout the world.

Each HHS division has reviewed its submission and | confirm, based on certifications from the divisions,
that the data are reliable and complete. When results are not available because of delays in data
collection, the report notes the date when the results will be available. Where known, impacts of the
COVID-19 pandemic on HHS performance results are also identified in this report. The results presented
here demonstrate that HHS is performing well across a wide range of activities.

Norris Cochran
Acting Performance Improvement Officer
U.S. Department of Health and Human Services


http://www.performance.gov/agency/department-health-and-human-services?view=public#overview
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Overview

The U.S. Department of Health and Human Services (HHS) is the United States government’s principal
agency for protecting the health of all Americans and providing essential human services. Operating
Divisions (OpDivs), including agencies in the United States Public Health Service and human service
agencies, administer HHS programs. Staff Divisions (StaffDivs) primarily provide leadership, direction,
and policy and management guidance to the Department.

The scope of HHS’s work to ensure the health and safety of our nation has never been more evident
than in the central role HHS has played in the government-wide response to the COVID-19 pandemic.
HHS has mobilized resources across the Department to address the full scope of this once-in-a-century
event, including deploying medical personnel to staff field hospitals and care for those afflicted with the
virus; providing financial support and distributing equipment such as ventilators, respirators, surgical
masks, and gloves to hospitals and health care providers; purchasing and ensuring domestic
prioritization of supplies to help states increase testing; developing and purchasing vaccines and
therapeutics; and supporting human service needs such as child care and meals for older adults. HHS
will continue to work with partners both inside and outside the Federal government to address this
public health emergency and apply lessons learned from the pandemic to ensure readiness for future
threats.

Through its programming and other activities, HHS works closely with state, local, and U.S. territorial
governments. The Federal Government has a unique legal and political government-to-government
relationship with tribal governments and provides health services for American Indians and Alaska
Natives consistent with this special relationship. HHS works with tribal governments, urban Indian
organizations, and other tribal organizations to facilitate greater consultation and coordination between
state and tribal governments on health and human services.

HHS also has strong partnerships with the private sector and nongovernmental organizations. The
Department works with industries, academic institutions, trade organizations, and advocacy groups to
leverage resources from organizations and individuals with shared interests. By collaborating, HHS
accomplishes its mission in ways that are the least burdensome and most beneficial to the American
public. Private sector grantees, such as academic institutions and faith-based and neighborhood
partnerships, provide HHS-funded services at the local level. In addition, HHS works closely with other
federal departments and international partners to coordinate efforts and ensure the maximum benefit
for the public.

Mission Statement

The mission of the U.S. Department of Health and Human Services is to enhance the health and well-
being of all Americans, by providing for effective health and human services and by fostering sound,
sustained advances in the sciences underlying medicine, public health, and social services.



HHS Organizational Structure

The Department includes 11 OpDivs that administer HHS programs:

Administration for Children and Families (ACF)
Administration for Community Living (ACL)

Agency for Healthcare Research and Quality (AHRQ)
Agency for Toxic Substances and Disease Registry (ATSDR)
Centers for Disease Control and Prevention (CDC)

Centers for Medicare & Medicaid Services (CMS)

Food and Drug Administration (FDA)

Health Resources and Services Administration (HRSA)
Indian Health Service (IHS)

e National Institutes of Health (NIH)

e Substance Abuse and Mental Health Services Administration (SAMHSA)

In addition, 14 StaffDivs and the Immediate Office of the Secretary (10S) coordinate Department
operations and provide guidance to the operating divisions:

e Assistant Secretary for Administration (ASA)

Assistant Secretary for Financial Resources (ASFR)
Assistant Secretary for Health (OASH)

Assistant Secretary for Legislation (ASL)

Assistant Secretary for Planning and Evaluation (ASPE)

e Assistant Secretary for Preparedness and Response (ASPR)
e Assistant Secretary for Public Affairs (ASPA)

e Departmental Appeals Board (DAB)

e  Office for Civil Rights (OCR)

e Office of Global Affairs (OGA)

e Office of Inspector General (OIG)

e Office of Medicare Hearings and Appeals (OMHA)

e Office of the General Counsel (OGC)

e Office of the National Coordinator for Health Information Technology (ONC)

The HHS organizational chart is available at http://www.hhs.gov/about/orgchart/.

Cross-Agency Priority Goals

Per the GPRAMA requirement to address Cross-Agency Priority (CAP) Goals in the agency strategic plan,
the annual performance plan, and the annual performance report, please refer to
www.Performance.gov for the agency’s contributions to those goals and progress, where applicable.



http://www.hhs.gov/about/orgchart/
http://www.performance.gov/

Agency Priority Goals

The HHS FY 2020-2021 Agency Priority Goals (APGs) were established by the previous administration
and supported multiple objectives across the HHS Strategic Plan. For presentation purposes, the
Department has chosen to display these APGs under their most closely aligned strategic objectives.

Strategic Goals Overview

In the previous administration, the Department developed the HHS Strategic Plan FY 2018-2022. The
HHS Strategic Plan FY 2018-2022 identified 5 strategic goals and 20 strategic objectives. The five
strategic goals were:

Goal 1: Reform, Strengthen, and Modernize the Nation’s Health Care System.

Goal 2: Protect the Health of Americans Where They Live, Learn, Work, and Play.

Goal 3: Strengthen the Economic and Social Well-Being of Americans across the Lifespan.
Goal 4: Foster Sound, Sustained Advances in the Sciences.

Goal 5: Promote Effective and Efficient Management and Stewardship.

Performance Management

Performance goals and measures are powerful tools to advance an effective, efficient, and productive
government, while being accountable for achieving program outcomes. HHS regularly collects and
analyzes performance data to inform decisions, to gauge meaningful progress towards objectives, and to
identify more cost-efficient ways to achieve results. Responding to opportunities afforded by GPRAMA,
HHS continues to institute significant improvements in performance management, including:

e Developing, analyzing, reporting, and managing agency priority goals and conducting
performance reviews between HHS component staff and HHS leadership to monitor progress
towards achieving key performance objectives.

e Conducting the Strategic Reviews process to support decision-making and performance
improvement across the Department.

e Coordinating performance measurement, budgeting, strategic planning, and enterprise risk
management activities within the Department.

e Fostering a network of component Performance Officers who support, coordinate, and
implement performance management efforts across HHS.

e Sharing best practices in performance management at HHS through webinars and other media.

Strategic Review

GPRAMA aligned agency strategic planning cycles to presidential election cycles and administrative
transitions. As a result, the previous administration established HHS’s FY 2018-2022 Strategic Plan with
a set of strategic priorities that began in FY 2018. Instead of focusing on a review of the previous year’s
results, HHS used that FY 2020 Strategic Review process to inform goals and plans for the future.



Annual Performance Report

The Annual Performance Report provides information on the Department’s progress towards achieving
the goals and objectives described in the HHS Strategic Plan. As required by GPRAMA and OMB Circular
A-11, the organization of this FY 2021 report aligns with the HHS Strategic Plan FY 2018-2022 established
by the previous administration and the information in this report reflects results available as of January
2022. The COVID-19 pandemic is impacting HHS programs in a variety of ways, and in some cases those
impacts are still evolving given the dynamic nature of the situation. The pandemic may impact the
ability of some HHS programs to achieve projected targets, or result in the need to revise targets in
future years. Where known, impacts of the COVID-19 pandemic on HHS performance results are
identified in the sections below.



Strategic Goal 1: Reform, Strengthen, and Modernize the Nation’s Healthcare
System

Objective 1.1: Promote affordable health care, while balancing spending on
premiums, deductibles, and out-of-pocket costs

In the previous administration, the Office of the Secretary led this objective. The following divisions
were responsible for implementing programs under this strategic objective: AHRQ, CMS, and FDA. The
narrative below provides a brief summary of progress made and achievements or challenges.

Objective 1.1 Table of Related Performance Measures

Reduce the average out-of-pocket share of prescription drug costs while in the Medicare Part D
Prescription Drug Benefit coverage gap for non-Low Income Subsidy (LIS) Medicare beneficiaries who
reach the gap and have no supplemental coverage in the gap (Lead Agency - CMS; Measure ID -
MCR23)

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target 50.0% 48.0% 43.0% 37.0% 28.0% 25% 25%
Result 49.0% 48.0% 42.0% 36.7% 27% 4/30/22 4/30/23

Target Target Target Target . .
Status Exceeded Target Met Exceeded | Exceeded | Exceeded Pending Pending

The Medicare Prescription Drug Improvement and Modernization Act of 2003 amends Title XVIII of the
Social Security Act by adding a Voluntary Prescription Drug Benefit Program (Medicare Part D). Since its
inception, Medicare Part D has significantly increased the number of beneficiaries with comprehensive
drug coverage and enhanced access to medicines.

While Medicare Part D offers substantial insurance coverage for prescription drugs, it does not offer
complete coverage. Prior to 2010, a beneficiary was responsible for paying 100 percent of the
prescription costs between the initial coverage limit and the out-of-pocket threshold (or catastrophic
limit). Only once the beneficiary reached the catastrophic limit did Medicare coverage recommence.
This is known as the coverage gap (or “donut hole”). The Affordable Care Act began

closing the coverage gap through a combination of manufacturer discounts and gradually increasing
federal subsidies until it closed in 2020. The discount applies at the point of sale, and both the
beneficiary cost sharing and the manufacturer discounts count toward the annual out-of-pocket
threshold (known as True Out-of-Pocket Costs). This performance measure reflects CMS’s effort to
reduce the average out-of-pocket costs paid by non-Low Income Subsidy Medicare beneficiaries while in
the coverage gap, reached once the combined amount a beneficiary and their drug plan pay for
prescription drugs reaches a certain level. This means that, starting in 2020, non-LIS beneficiaries, who
reach this phase of Medicare Part D coverage pay no more than 25 percent of costs for all covered Part
D drugs. CMS’s tracking of this measure has shown that that in most years non-LIS out-of-pocket costs
have decreased beyond the targets required by statute (2019 exceeded the target goal).


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap

Increase the percentage of Medicare health care dollars tied to Alternate Payment Models
incorporating downside risk (Lead Agency CMS; Measure ID - MCR36)

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target N/A N/A N/A N/A Baseline 30% 40%
Result N/A N/A N/A N/A 20.21% 24.2% 12/15/22
Status N/A N/A N/A N/A Baseline Tar,cli:;tNot Pending

CMS identifies, tests, evaluates, and expands, as appropriate, innovative payment and service delivery
models that can reduce Medicare, Medicaid, and the Children’s Health Insurance Program expenditures
while improving or preserving beneficiary health and quality of care. Under this authority, CMS is
testing a variety of alternative payment models (APMs) that create new incentives for clinicians to
deliver better care at a lower cost and reward quality and efficiency of care.

Medicare is leading the way by publicly announcing, tracking, and reporting payments tied to APMs that
are taking on a downside risk, while working through the Health Care Payment Learning and Action
Network (HCP-LAN or LAN) to ensure that its large group of papers, providers, purchasers, patients,
product manufacturers, and policymakers across the United States also adopt aligned goals to move
towards downside risk APMs. The final CY 2019 baseline for this new downside risk APM goal is

20.21 percent. Furthermore, the annual LAN summit was not held in its usual form in 2020 due to the
impact of the COVID-19 pandemic; and there was no annual reporting on goals. The FY 2020 target was
not met due to the unprecedented impact of the COVID-19 pandemic, more limited opportunities for
enrollment in new CMMI models, and a plateauing of participation in the Medicare Shared Savings
Program.

Objective 1.2: Expand safe, high-quality health care options, and encourage
innovation and competition

In the previous administration, the Office of the Secretary led this objective. The following divisions are
responsible for implementing programs under this strategic objective: ACL, AHRQ, CDC, CMS, HRSA,
OCR, ONC, and SAMHSA. HHS has determined that performance toward this objective is progressing.
The narrative below provides a brief summary of progress made and achievements or challenges, as well
as plans to improve or maintain performance.

Objective 1.2 Table of Related Performance Measures

Reduce all-cause hospital readmission rate for Medicare-Medicaid Enrollees (Lead Agency - CMS;
Measure ID - MMB2)

CY 2015 CY 2016 CY 2017 CY 2018 CY 2019 CY 2020 CY 2021

Prior

Prior Result | Prior Result | Prior Result

Target N/A N/A N/A . o 0 Result -

-1.0% -1.0% -0.5% 0.25%

84 per 83.7 per 84.5 per 83.7 per 84.6 per
Result 1,000 1,000 1,000 1,000 1,000 4/30/22 | 4/30/23
Status Actual Actual Actual Target Not | Target Not Pending Pending
Met Met
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A “hospital readmission" occurs when a patient who has recently been discharged from a hospital is
once again readmitted to a hospital. A thirty-day period for readmission data has been standard across
the quality measure industry for several years. Discharge from a hospital is a critical transition pointin a
patient’s care; incomplete handoffs at discharge can lead to adverse events for patients and avoidable
readmissions. Hospital readmissions may indicate poor care, missed opportunities to better coordinate
care, and result in unnecessary costs.

While many studies have pointed to opportunities for improving hospital readmission rates, the rate of
readmissions for individuals who are dually eligible for both Medicare and Medicaid (also referred to as
Medicare-Medicaid Enrollees) is often higher than for Medicare beneficiaries overall. In 2019, an
estimated 12.3 million beneficiaries were dually eligible for Medicare and Medicaid.

CMS calculates this measure using the number of readmissions per 1,000 eligible beneficiaries. Eligible
beneficiaries are dually eligible individuals of any age. CMS found an increase in the readmissions rate
from 2018 to 2019 of 1.07 percent. CMS continues to believe the experience from 2015 to 2019
demonstrates a similar “plateauing” of readmissions around 84.0 per 1,000 rate.

Improve hospital patient safety by reducing preventable patient harms (Lead Agency — CMS; Measure
ID - Ql011)*2

CY 2015 CY 2016 CY 2017 CY 2018 CY 2019 CY 2020 CY 2021
Target N/A N/A 86 harms 82 harms 78 harms TBD TBD
Result 92 harms 88 harms 86 harms N/A N/A N/A N/A
Data
Data Data Data .
Status Actual Actual Met Unavailable | Unavailable | Unavailable Unav:nabl

The purpose of this measure is to determine the national impact of patient safety efforts by counting
the number of preventable patient harms that take place per 1,000 inpatient discharges. Preventable
harms can cause additional pain, stress, and costs to the patient and their family during intended
treatment and increase spending on the part of payers. This measure utilizes the AHRQ National
Scorecard, which includes abstraction from a nationally representative sample of approximately 20,000
hospital charts per year that yields clinically relevant yet highly standardized national hospital safety
metrics. This represents an enormous contribution to the government’s ability to measure, monitor,
and improve patient safety at a national scale. As a composite of many different harms, the AHRQ
National Score Card also includes data from the CDC’s National Healthcare Safety Network and AHRQ's
Healthcare Cost and Utilization Project databases.

Beginning in FY 2018, CMS lists the result as “data unavailable” due to analytic issues surrounding the
preliminary 2018 all cause harm metrics. Due to the inability to collect, track, and report on data in
accordance to the specified methodology as well as inconsistencies in availability of patient charts due

1 Data are preliminary based on partial data from this calendar year combined with data from prior years to fill gaps. The estimates are subject
to change after all data from this calendar year are available and all quality control procedures have been completed.

2Examples of some of the preventable patient harms included in this measure are: adverse drug events, catheter-associated urinary tract
infections, central line-associated bloodstream infections, falls, pressure ulcers, surgical site infections, ventilator-associated
pneumonia/events, venous thromboembolism, and hospital readmissions.
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to COVID-19, CMS discontinued reporting on this measure. Ensuring patient safety continues to be a
CMS priority.

Reduce the standardized infection ratio (SIR) central line-associated bloodstream infection (CLABSI) in

acute care hospitals (Lead Agency - CDC; Measure ID - 3.3.3)3*

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target Baseline 0.90 0.80 0.70 0.63 .50 45
Result 1.0 0.89 0.81 0.74 0.69 0.86 11/30/22
Target Not | Target Not | Target Not
Status Actual Target Met but Met but Met but Target Not Pending
Exceeded Met
Improved Improved Improved

Reducing health care-associated Infections (HAIs) across all health care settings supports the HHS
mission to prevent infections and their complications as well as reduce excess health care costs in the
U.S. These efforts also align with the National Action Plan to Prevent Health Care Associated Infections:
Roadmap to Elimination (National HAI Action Plan),®> National Action Plan for Combatting Antibiotic
Resistance Bacteria (CARB), and Healthy People 2030 Goals.

CDC did not meet its FY 2020 target for reducing the CLABSI SIR, representing a 14% decrease compared
to the 2015 baseline (Measure 3.3.3). The 2020 increase in CLABSI was likely due to the increased
burden on healthcare providers and strain on infection prevention and control programs within
healthcare facilities wrought by the COVID-19 pandemic. The year 2620 marked an unprecedented time
for hospitals, many of which were faced with extraordinary circumstances of increased patient caseload,
staffing challenges, and other operational changes due to the COVID-19 pandemic that may have limited
the implementation and effectiveness of standard infection prevention practices. In addition, the
impact of COVID-19 on patients, especially respiratory failure requiring longer ventilator care, may have
increased the likelihood of some HAls. The data highlight the need to strengthen infection prevention
and control practices and build resiliency in these programs to withstand future pandemics or events
that strain the healthcare system and return to the steady progress in patient safety prior to the
pandemic.

CDC is on track to meet other 2020 National HAI Action Plan targets, however some may show increases
in 2020 and 2021 due to the COVID-19 pandemic.

Reduce standardized infection ratio for hospital-onset Clostridioides difficile infections (Lead Agency -
CDC; Measure ID - 3.2.4b) ¢

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target Baseline 0.84 0.76 0.75 0.70 .70 .60
Result 1.00 0.92 0.80 0.71 0.58 0.52 3/31/22

3 The baseline for this measure was updated in FY 2015 and will affect future targets and data reporting for FY 2016 onward.

4 CDC uses a standardized infection ratio (SIR), the ratio of the observed number of infections to the number of predicted infections, to measure
progress in reducing HAIs compared to the baseline period (FY 2015). In 2015, CDC developed a new baseline for all HAls including CLABSI to
better assess national and local prevention progress and identify gaps for tailored prevention.

5 https://health.gov/hcg/prevent-hai-action-plan.asp

6 CDC rebaselined measure 3.2.4b in 2015, and subsequent targets were adjusted to align to changes in the current HHS HAI Action Plan.
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http://www.cdc.gov/niosh/hhe/pdfs/HHE_2014_Annual_Report.pdf
http://www.cdc.gov/niosh/hhe/pdfs/HHE_2014_Annual_Report.pdf
http://www.cdc.gov/drugresistance/solutions-initiative/
https://health.gov/hcq/prevent-hai-action-plan.asp

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target Not | Target Not
Status Actual Met but Met but Target Target Target Pending
Exceeded Exceeded Exceeded
Improved Improved

Clostridioides difficile infection (CDI)” is a preventable, life-threatening bacterial infection that can occur
in both inpatient and outpatient health care settings. CDC provides data-driven strategies and tools for
targeted intervention to the health care community to help prevent CDI, as well as resources to help the
public safeguard its own health. CDI prevention is a national priority, with a 2020 target to reduce CDI
by 50 percent in the National Action Plan for CARB and to reduce hospital-onset CDI by 30 percent in the
current National HAI Action Plan. In FY 2020, the SIR for hospital-onset CDI was 0.52, exceeding not just
the 2020 target, but also surpassing the 2020 HAI Action Plan CDI goal. CDC is also on track to meet the
2020 National Action Plan for CARB target for CDI.

Objective 1.3: Improve Americans’ access to health care and expand choices of
care and service options

In the previous administration, the Office of the Secretary led this objective. The following divisions are
responsible for implementing programs under this strategic objective: ACL, CMS, HRSA, IHS, OCR, OGA,
and SAMHSA. HHS has determined that performance toward this objective is progressing. The narrative
below provides a brief summary of progress made and achievements or challenges, as well as plans to
improve or maintain performance.

Objective 1.3 Table of Related Performance Measures

Increase tele-behavioral health encounters nationally among American Indians and Alaska Natives
(Lead Agency - IHS; Measure ID - MH-1)

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target 8,600 8,901 10,359 11,600 13,600 21,860 46,000
Result 9,773 10,388 12,212 13,204 17,933 60,696 80,188
Status Target Target Target Target Target Target Target
Exceeded Exceeded Exceeded Exceeded Exceeded Exceeded Exceeded

Telehealth services have proven effective in providing access to care where there are provider shortages
or other barriers to care. The integration of behavioral health services through a telehealth option will
increase tele-behavioral health encounters nationally among American Indians and Alaska Natives
(AI/AN). Expanding tele-behavioral health service delivery will increase access to specialty care such as
child psychiatry and addiction psychiatry. Historical results show the increasing demand for these
services as the measure consistently exceeded targets. Due to the COVID-19 pandemic, and flexibilities
offered through the emergency act waivers, IHS increased efforts to expand access to telehealth by
immediately offering technical assistance support to behavioral health clinics as they transitioned from
office-based visits to tele-behavioral health visits. With the expansion of telehealth services during the
COVID-19 response, IHS accelerated efforts to increase the number of tele-behavioral health visits and
accurately capture visits. The FY 2021 result of 80,188 encounters reflects these efforts and the

7 https://www.nejm.org/doi/full/10.1056/NEJM0a1408913
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https://www.cdc.gov/motorvehiclesafety/pdf/native/tmvip_best-practices_guide_2016-a.pdf
https://www.nejm.org/doi/full/10.1056/NEJMoa1408913

extraordinary circumstances and response to the COVID-19 pandemic. During FY 2021, IHS continued to
expand access to care for tele-behavioral health services.

Objective 1.4: Strengthen and expand the health care workforce to meet
America’s diverse needs

In the previous administration, the Office of the Secretary led this objective. The following divisions are
responsible for implementing programs under this strategic objective: CDC, CMS, HRSA, IHS, OCR, and
SAMHSA. HHS has determined that performance toward this objective is progressing. The narrative
below provides a brief summary of progress made and achievements or challenges, as well as plans to
improve or maintain performance.

Objective 1.4 Table of Related Performance Measures

Support field strength (participants in service) of the National Health Service Corps (NHSC) (Lead Agency
- HRSA; Measure ID - 2010.038 )°

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target 8,495 9,153 9,219 8,705 11,410 13,700 14,338
Result 9,683 10,493 10,179 10,939 13,053 16,229 19,984
Status Target Target Target Target Target Target Target
Exceeded Exceeded Exceeded Exceeded Exceeded Exceeded Exceeded

The National Health Service Corps addresses the nationwide shortage of health care providers in health
professional shortage areas by providing recruitment and retention incentives in the form of scholarship
and loan repayment support to health professionals committed to a career in primary care and service
to underserved communities. The NHSC field strength indicates the number of providers actively
serving with the NHSC in underserved areas in exchange for scholarship or loan repayment support.

As of FY 2019, this measure calculated the number of primary care medical, dental, and mental and
behavioral health practitioners providing service nationwide through the following programs: NHSC
Scholarship Program, NHSC Loan Repayment Program, NHSC Students to Service Loan Repayment
Program, Substance Use Disorder Loan Repayment Program, Rural Communities Loan Repayment
Program, and the State Loan Repayment Program.

As of September 30, 2021, 18,897 practitioners were providing service nationwide through these
programs, which collectively serve the immediate needs of underserved communities and support the
development and maintenance of a pipeline of health care providers capable of meeting the needs of
these communities in the future.

8 Measure formerly numbered as 4.1.C.2.
° Field disciplines include: allopathic/osteopathic physicians, dentists, dental hygienists, nurse practitioners, physician assistants, nurse
midwives, mental and behavioral health professionals, and clinicians
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Strategic Goal 2: Protect the Health of Americans Where They Live, Learn, Work,
and Play

Objective 2.1: Empower people to make informed choices for healthier living

In the previous administration, the Office of the Secretary led this objective. The following divisions are
responsible for implementing programs under this strategic objective: ACF, ACL, ATSDR, CDC, FDA,
HRSA, IHS, NIH, OASH, OCR, OGA, and SAMHSA. HHS has determined that performance toward this
objective is progressing. The narrative below provides a brief summary of progress made and
achievements or challenges, as well as plans to improve or maintain performance.

Objective 2.1 Table of Related Performance Measures

Reduce the annual adult per-capita combustible tobacco consumption in the United States (Lead
Agency - CDC; Measure ID - 4.6.2a)

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target N/A 1,145 1,128 967 903 838 817
Result 1,211 1,164 1,114 1,061 1,004 1,004 7/31/22
Target Not Target Not | Target Not
Status Actual Met but Target Met but Met but Target Not Pending
Exceeded Met
Improved Improved Improved

Although cigarette smoking remains the leading cause of tobacco-related disease, tobacco users are
increasingly shifting consumption to other tobacco products and dual use with other combusted
tobacco, which include cigars, cigarillos and little cigars, pipe tobacco, roll-your-own tobacco, and
hookah. This has resulted in a slowing of the decline in the consumption of all combustible tobacco, and
indicates that the use of non-cigarette combustible products has become more common in recent years
and that some smokers may be switching to other combustible tobacco products rather than quitting
smoking cigarettes completely. Per capita combustible tobacco product consumption remained
unchanged from 1,004 cigarette equivalents in FY 2019 to 1,004 cigarette equivalents in FY 2020.

CDC supplies credible evidence showing the dangers of secondhand smoke, as well as proven
interventions to reduce exposure, which provide a strong foundation for state and community efforts to
promote smoke-free environments. CDC research contributes to the evidence base that informs the
activities of CDC’s National Tobacco Control Program (NTCP), a nationwide investment that supports all
50 states, the District of Columbia, eight U.S. territories, and 12 tribal organizations for comprehensive
tobacco control efforts including reducing secondhand smoke exposure.

CDC also provides direct assistance to help people quit smoking tobacco through 1-800-QUIT-NOW. In
March 2012, CDC launched the first-ever paid, national tobacco education campaign, Tips from Former
Smokers® (Tips®). The Tips® campaign profiles real people who are living with serious long-term health
effects due to smoking and secondhand smoke exposure.

During the 28-week 2020 Tips® campaign (which included three weeks at the start of the campaign
when the Tips® ads were tagged with the Tips® campaign website instead of 1-800-QUIT-NOW and
three weeks with holidays when the Tips® ads were paused), there were a total of about 305,000 calls to
1-800-QUIT-NOW. A total of about 51,000 of these calls were attributable to the Tips® campaign. The
average weekly call volume during the 2020 campaign was up by about 20% compared to the average
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weekly call volume during the three weeks preceding the campaign. Population-based strategies,
including mass-reach public education campaigns like CDC’s Tips® campaign, are a proven way to
promote tobacco cessation treatments and increase utilization.

Reduce the age-adjusted proportion of adults (age 20 years and older) who are obese (Lead Agency -
CDC; Measure ID - 4.11.10a)*°

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target N/A 33.2% N/A N/A N/A 32.3% N/A
Result N/A 39.6% N/A 42.4% N/A 5/30/22 N/A
Status N/A Tari;lathot N/A Baseline N/A Pending N/A

In adults, National Health and Nutrition Examination Survey (NHANES) data show 42.4 percent of adults
were obese in 2017-2018. Some community factors that affect diet and physical activity include the
affordability and availability of healthy food options, peer and social supports, marketing and
promotion, and policies that determine whether a community is designed to support healthy food
access and physical activity.

Adult obesity rates have been on the rise since 1999-2000. The proportion of adults (aged 20 years and
older) who have obesity increased from 30.5 percent in 1999-2000 to 42.4 percent in 2017-2018.
Disparities exist by race/ethnicity, age, sex, education, and income level. Obesity is a complex health
issue resulting from a combination of causes including individual and environmental factors. Individual
behaviors such as unhealthy diet and lack of physical activity contribute to obesity, and environmental
factors can make it easier or harder to make these behaviors changes. Many states and communities do
not have supports in place that encourage healthy eating and active living. These supports require
societal will to establish healthier standards so all adults have access to healthy foods and opportunities
to be physically active where they live, learn, work, and play.

Objective 2.2: Prevent, treat, and control communicable diseases and chronic
conditions

In the previous administration, the Office of the Secretary led this objective. The following divisions are
responsible for implementing programs under this strategic objective: ACL, ASPA, ASPR, CDC, CMS, FDA,
HRSA, IHS, NIH, OASH, OGA, and SAMHSA. HHS has determined that performance toward this objective
is progressing. The narrative below provides a brief summary of progress made and achievements or
challenges, as well as plans to improve or maintain performance.

Objective 2.2 Table of Related Performance Measures
Increase the percentage of Ryan White HIV/AIDS Program clients receiving HIV medical care and at least

one viral load test who are virally suppressed (Lead Agency - HRSA; Measure ID -
4000.03)

10 Data for this measure are collected and reported every other year.
11 Formerly numbered 16.111.A.4.
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FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target N/A N/A N/A 83% 83% 83% 83%
Result 83% 85% 86% 87% 88% 89.4% 12/31/22
Target Target Target .
Status Actual Actual Actual Exceeded Exceeded Exceeded Pending

The Ryan White HIV/AIDS Program (RWHAP) works to improve health outcomes by preventing disease
transmission or slowing disease progression for disproportionately impacted communities. One-way
RWHAP accomplishes its mission is through the provision of medications that help patients reach HIV
viral suppression. People living with HIV who use medications designed to virally suppress the disease
are less infectious, which reduces the risk of their transmitting HIV to others.

Increase the percentage of adults aged 18 years and older who are vaccinated annually against

seasonal influenza (Lead Agency - CDC; Measure ID - 1.3.3a)

FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021
Target 53% 56% 59% 62% 66% 70% 70%
Result 42% 43% 38% 45.3% 48% 50% 9/30/22
Target Not Target Not | Target Not | Target Not
Target Not Target Not .
Status areet Mo Met but arget No Met but Met but Met but Pending
Met Met
Improved Improved Improved Improved

In the United States, on average 5 to 20 percent of the population contracts the flu, more than 200,000
people are hospitalized from seasonal flu-related complications, and approximately 36,000 people die
from seasonal flu-related causes. This measure reflects the universal influenza vaccination
recommendation and aligns with the Advisory Committee on Immunization Practices’ updated
recommendation (as of 2010) for the seasonal influenza vaccine. Seasonal influenza vaccination rates
for adults aged 18 and older increased slightly from 48 percent in FY 2019 to 50 percent in FY 2020.
Interpretation of these results should take into account limitations of the survey, which include reliance
on self-reporting of vaccination status and a decrease in response rates.

While the most recent data shows a slight improvement, flu vaccination coverage among adults remains
at about 5 in 10 adults reporting receipt of a flu vaccination.

CDC's continuing efforts to improve adult vaccination coverage rates include:

e Increasing patient and provider education to improve demand and implement system changes
in practitioner office settings to reduce missed opportunities for vaccinations.

e Funding state and local health departments to implement the Standards for Adult Immunization
Practice in large health care systems, community health centers, pharmacies, and other settings.

e Partnering with professional organizations (e.g., F1.3 American Pharmacists Association,
American College of Physicians, American Academy of Family Physicians, American College of
Obstetricians and Gynecologists) and other organizations (e.g., National Association of Chain
Drug Stores, National Association of Community Health Centers, American Immunization
Registry Association) to develop and implement strategies to improve adult immunization at
provider, practice, and systems levels.

e Enhancing evidence-based communication campaigns to increase public awareness about adult
vaccines and recommendations. CDC routinely conducts literature reviews and surveys of the
general public and healthcare providers to provide a deeper understanding of the target
audiences for development of adult immunization communication messages and campaigns.
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e Partnering with the National Adult and Influenza Immunization Summit, a national coalition of
partners and stakeholders represented by clinicians, public health, industry, government, and
other entities with the common goal to promote immunization for adults.

e Expanding the reach of vaccination programs including new venues such as pharmacies and
other retail clinics. CDC has existing partnerships to implement adult immunization practice
standards, HPV vaccination, and pandemic vaccine program planning efforts to expand access to
pandemic vaccine. As of 2016-2017 influenza season, nearly one in four adults who got an
influenza vaccine were vaccinated in a pharmacy or retail setting.

e Designing and funding investigations into the factors associated with disparities in adult
vaccination among racial and ethnic minority populations and projects designed to expand the
evidence base for interventions to increase vaccination among adults with chronic medical
conditions and underserved populations.

e Collaborating with numerous existing and new partners to expand flu vaccine coverage, with
specific efforts to address racial and ethnic disparities for the 2020-2021 influenza season. For
example, CDC is working with the National Association for Community Health Centers to
implement evidence-based strategies to increase adult vaccination coverage among
underserved priority populations. CDC has developed a large portfolio of new partnerships to
promote COVID-19 and flu vaccination in high-risk populations, including communities of color,
those living in rural settings, adults with chronic medical conditions (cardiovascular, diabetes,
chronic lung conditions, etc.) and those in congregate settings (i.e., long-term care facilities,
homeless shelters, and prisons).

Continue advanced research and development initiatives for more effective influenza vaccines and the
development of safe and b